SINCE Nitze devised the cystoscope in 1879, most of the accessible cavities and passages of the body have been explored by endoscopic means.
I believe that Charles David was the first to describe a technique of endoscopy of the uterus, which he did in a Paris Thesis in 1908. He described an instrument consisting of a sheath into which fitted a cystoscope closed at the far end by a glass crystal and containing near it an incandescent 1 Lmp. By enclosing the lamp he thought he would avoid blurring of the visual field, due to bleeding following the introduction of the instrument. No satisfactory work seems to have been done with this apparatus.
Dr. Rubin, of New York, has described in the American Journal of Obstetrics and Gynaecology, September, 1925 , the technique which he has been employing during the last few months in making endoscopic examinations of the uterine cavity. The hysteroscope which he has used (now shown) is a modification of the cystourethroscope as devised by McCarthy.
Dr. Rubin, in making his observations, which he does without ansesthesia, uses insufflation of the uterine cavity with carbon dioxide gas, his apparatus for inflating the Fallopian tubes being connected up to the hysteroscope.
The instrument is well adapted for passing through the cervix, the calibre of the periscope being 10'5 French catheter scale, with a sheath equal to No. 15 of the same scale. There is also an operating instrument with a sheath of No. 22 scale, and with space enough to permit the passage of such instruments as intravesical scissors. It is a complicated apparatus, and can only be used where gas inflation is not contraindicated. Now gas inflation of the uterine cavity is contra-indicated: (1) in the presence of acute or subacute inflammation of the adnexa which the gas inflation might aggravate; (2) in the presence of purulent discharge from the uterine cavity, lest infection be carried upwards through the tubes into the peritoneal cavity. Now, if it is wished to inspect the endometrium at all, surely one would desire to do so on many occasions wheni there is a septic discharge coming away from the uterine cavity such as is found in the case of carcinoma of the body of the uterus, or, say, a sloughing submucous fibro-myoma. Therefore Rubin's hysteroscope does not specially commend itself to me.
Patients in England are not so docile as those in America, and do not bear so well manipulations which may be decidedly uncomfortable without anvesthesia. When I visited several gynlecologicali clinics in America two years ago, I admired the fortitude of the patients, an(i was envious of the complete and unreserved trust which they manifested towards their surgeons.
1 Trans Obst. Soc. Lond., (1898) 1899, xl, p. 2.
Section of Obstetrics and Gynacology
Last May, some months before I had heard of Rubin's endoscopic work, I began to try various means of inspecting the endometrium. I first used a tube, angled like a uterine sound, to facilitate introduction through the cervix after it had been dilated in the usual way under anaesthesia. The tube, after introduction, was straightened out by a device which retained it fixed in the straight position. The light was at the proximal or ocular end, reflected into the tube by a mirror, as in one type of sigmoidoscope. With this instrument I obtained some views of the endometrium, but they were only fleeting views, as the blood and mucus that were oozing out soon obscured the view. Even using swabs on a long holder was insufficient to control this oozing.
After the examination of a few cases I soon found that it was unnecessary to employ an angled tube, as a straight one is easily introduced after the cervix has been dilated up to 10 or 12 mm.
The next problem, after resolving on the use of a straight tube, was to obviate the obscuration of the view by blood and mucus. Constant irrigation by sterile water or saline di,i not solve the difficulty, as it was found impossible to get rid of air bubbles which intercepted the view. The use of continuous suction was suggested to me by what I had seen at the Bronchoscopic Clinic of Dr Chevalier Jackson in Philadelphia. I borrowed a 6 mm. bore bronchoscope tube of the Jackson model, which has a lamp at the distal end; it is also provided with a suction tube.
With this I obtained an excellent view of the endometrium. But a bronchoscope bea leatr/co-9 mm.hswdhwsncsayfr:rpriseto n oeal Y r_--s ; e~~~~~~~~~~~~~~~~~~~~1a wAon-molmu sicrw r#R*A_oBrt ror-n fmrHCr 28cfrwrimrots. Amr9 ow6mmuntrNts. t tube was too long fot my purpose, and I also felt that the diameter of the bore sbould be at least 9 mm. This width was necessary for proper inspection and to enable a pair of suitable forceps to be passed up, and a snipping taken of any growth seen for pathological examination and report. Accordingly, I asked a firm of surgical'instrument makers in Philadelphia to construct for me suitable tubes for uterine work. There are two of these, each 28 cm. long, with a bore of 6 mm. and of 9 mm. respectively. The 2-volt light is at the distal end and is run off a dry battery.
The distal end, which carries the light close to the opening, is bevelled at an angle of 450, and the edges are beautifully rounded off so that there is nothing to injure the endometrium. There are three channels in the brass wall of this tube, one for the rod which carries the light and one on each side for suction. If necessary, one suction tube can be used for irrigation, and adrenalin solution can be run in, if need be (see fig.) . When in use the suction channels are connected by rubber tubing to a bottle with a rubber cork, which is kept in a state of partial vacuum by means of an electric suction apparatus. The one I bave found satisfactory is the Mennell pump; this can be used with any voltage, which is a great advantage. The 9 nmm. tube is intended for general use, the smaller 6 mm. tube being reserved for small uteri or the atrophic post-climacteric uterus.
For an endoscopic examination the patient is prepared by placing a glycerine tampon against the cervix for two successive nights in order to render dilatation easy.
The cervix is then slowly dilated up to the -!9r dilator. The hysteroscope is then gently introduced, a small swab on a sponge holder, specially made, being used as an obturator. This prevents blood running into the tube and thus obscuring the lamp during the passage through the cervical canal. The suction apparatus should be set going previous to the introduction. When the instrument is passed almost to the fundus, the swab on its holder can be withdrawn, and only introduced again should the lamp become smeared.
With the suction apparatus working briskly, the lamp end of the tube only requires swabbing out three or four times during an examination. The whole endometrium is then carefully scrutinized by turning the instrument about and by partially withdrawing and re-inserting the lighted end. With this apparatus, one has to examine the endometrium piecemeal. There is an aluminium handle to the instrument which is intended to give one direction during use. It needs considerable practice to learn to recognize what one sees, in the same way as practice is required in order to become an expert cystoscopist.
The following are the main points of the technique, which it will be no doubt agreed is very simple:-
(1) The cervix must be dilated up to the -2 dilator in ordeer to take the full-sized tube.
(2) The examination is made utnder general ancesthesia.
(3) It is a direct vision observation; one could obtain a mnagnified image with a lens at the ocular end of the tube. But Rubin's hysteroscope gives an indirect magnified image.
(4) Suction is necessary at the beginning of the examination, but this can be shut off towards the end; a little swabbing is necessary.
(5) It is easy to remove a, piece of tissue by sight for pathological examination. I recognize that endoscopy of the uterus has only a small field, but this is a very definite one. It can only be of use to the specialist on account of the practice required to interpret the appearances seen.
The indications for a hysteroscopic examination are the following:-(1) Where a diagnostic curettage is indicated a hysteroscopic examination is likely to help. A diagnostic curettage is often disappointing. The report by the pathologist on the scrapings sent to him are not always correct because he may not have received the right piece of tissue. It is therefore much better to remove a piece of the growth by actual sight.
(2) Where there is uterine ha-morrhage-either menorrhagia or metrorrhagia and nothing abnormal can be felt on bimanual examination, the diagnosis can be cleared up by means of the hysteroscope.
(3) Haemorrhage from the uterus after the menopause, or a purulent discharge. Here a carcinoma of the body can be seen, a snipping of the growth taken and a diagnosis made between a degenerating fibroid and a carcinoma.
(4) In certain cases some might be in doubt as to whether to treat a case of ha,morrhage by hysterectomy, by X-ray therapy, or by the insertion of a radium tube. Here the scrutiny of the endometrium will assist in arriving at a decision.
Having examined some thirty cases with the hysteroscope I am only just beginning to learn the appearance of the normal endometrium and to recognize a few morbid conditions which I have so far met with. I am hoping shortly to get an artist to draw in colour what is seen under the hysteroscope, photography being useless for this purpose.
